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Associations between deprived life circumstances, wellbeing and
self-rated health in a socially marginalized population
Pia V. Pedersen, Morten Grønbæk, Tine Curtis
National Institute of Public Health, University of Southern Denmark, Copenhagen, Denmark
Background: Previous studies of self-rated health among socially marginalized people provide insufficient understandings of what influences
their self-rated health. This study aimed to examine how disadvantaged life circumstances (homelessness, substance abuse, poverty) and
general well-being were associated with poor self-rated health among the socially marginalized. Methods: In a nationwide survey in
Denmark, 1348 users of shelters, drop-in centres, treatment centres and social psychiatric centres answered a self-administered question-
naire. We analysed data using logistic regression. Results: Disadvantaged life circumstances and well-being were associated with self-rated
health, also when controlling for illness, mental disorder and age. Male respondents exposed to two or more disadvantaged life circum-
stances had higher odds of poor self-rated health [odds ratio (OR): 2.96; 95% confidence interval (CI): 1.80–4.87] than males exposed to fewer
disadvantages. A low sense of personal well-being implied higher odds of poor self-rated health among both men and women. Among men,
not showering regularly (OR: 1.81; 95% CI: 1.17–2.79), and among women, not eating varied food (OR: 2.24; 95% CI: 1.20–4.20) and exposure
to physical violence (borderline significant) implied higher odds of poor self-rated health. Male and female respondents reporting lack of
sleep and loneliness (borderline significant among women) had higher odds of poor self-rated health. Conclusions: The poor self-rated
health among socially marginalized is strongly associated with massive social problems, poor living conditions and poor well-being. This
study elucidates the need for more broadly based and holistic initiatives by both the health sector and the social services, incorporating
health promotion initiatives into social work.
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Introduction
This study aims to examine the complex relationship betweendisadvantaged life circumstances, general well-being and self-rated
health in a socially marginalized population. We define our study
population in accordance with the target group of the Danish Council
for Socially Marginalised People: people who use welfare work services
defined as shelters, drop-in centres, treatment centres and social psychi-
atric centres. These places either provide meals, accommodation,
treatment, support or in other ways help socially marginalized people,
e.g. homeless people, substance abusers or the mentally ill. In the
following, we use ‘socially marginalized people’ as a joint term to refer
to users of such welfare work services.
Socially marginalized people suffer from poor physical and mental
health, poor well-being, low health-related quality of life and have few
and inadequate social relations.1–4 The health of the socially marginalized
is strikingly poorer than that of the general population.3,5–8 In a study
among meal service users, the odds of fair or poor self-rated health were
4.5 times higher compared to the general population after adjusting for
age and sex.8
There is strong evidence that good self-rated health decreases with age
and with having a long-standing illness.9 Homeless males generally rate
their health more positively than women.8,10–13 Additional predictors of
poor self-rated health among homeless persons are accommodation
status, being in a depressed mood, severe symptoms of alcoholism,
length of unemployment, low educational level8,13 and extent of
previous, negative life events such as job loss, eviction and physical
abuse.14
Current research within the field of health and well-being among
socially marginalized people has not produced sufficient understanding
of which factors influence self-rated health. One reason is that numerous
studies focus only on one subgroup of the socially marginalized, e.g. the
homeless, another is that most studies refrain from taking into account
the possible accumulation of disadvantaged life circumstances, that is,
that the socially marginalized are often exposed to several disadvantages
simultaneously. In this study, we aimed to examine how the number of
disadvantaged life circumstances that socially marginalized people are
exposed to, as well as general well-being, were associated with poor
self-rated health among socially marginalized people.
Methods
Study population and data collection process
Data on health and well-being of the socially marginalized were obtained
from a survey conducted in Denmark in 2007. The study population was
defined as people who use welfare work services: shelters, drop-in centres,
treatment centres and social psychiatric centres.
Conducting a health survey among socially marginalized people
requires innovative data collection procedures as this population
includes people without an address or people who for various reasons
do not respond to postal questionnaires. In this study, we collected data
by asking shelters and centres, where socially marginalized people live or
spend part of their time, to hand out and collect self-administered ques-
tionnaires among their users. Shelters/centres and respondents were not
randomly selected and thus, the respondents were not a representative
sample of users of such shelters and centres in Denmark. Questionnaires
were in Danish; consequently, the survey included Danish-speaking re-
spondents only.
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The participating shelters and drop-in centres provide either accom-
modation or meal services, or both. They all provide various degrees of
social support, counselling and practical help. Some of these shelters are
run by public services under the Act on Social Services, which places
municipalities under an obligation to accommodate socially marginalized
people temporarily in shelters. Other shelters and most of the drop-in
centres are typically run by voluntary organizations, e.g. the Church
Army, and financed partly by private funds, partly by the state. In
Denmark, shelters and drop-in centres provide services not only to
homeless people but to a broader spectrum of socially marginalized
people, e.g. substance abusers, the mentally ill and the poor. Also
participating were municipal substance abuse treatment centres (day or
day and night) and municipal/regional social psychiatric centres,
providing ambulant psychiatric treatment and social support to
mentally ill adults.
Data collection period ran from April to November 2007. In collabor-
ation with the Council for Socially Marginalised People, we initially
identified local key persons from the five largest Danish cities. Through
them we identified and invited 156 shelters, drop-in centres, treatment
centres and social psychiatric centres nation-wide to participate in the
survey and to hand out and collect self-administered questionnaires to/
from their users. Of the 156 invited shelters and centres, 132 participated
in the study, equal to 84.6%, covering more than 40 cities. Through
telephone interviews, we got information that reasons for not partici-
pating were primarily lack of time and preoccupation with other tasks.
Questionnaires were posted to the participating shelters/centres along
with an information letter, which included an appeal to the shelter staff
and volunteers for their help in conducting the survey, e.g. via reading the
questionnaire aloud. We also held information meetings in the five largest
cities. We frequently contacted the shelters/centres via telephone to
obtain information on the progress of the data collection. Most of the
selected shelters viewed the data collection process positively but also as
very time-consuming.
Many respondents were able to fill out the questionnaire on their own;
others, however, needed help from the staff with reading the question-
naire. Some respondents did not complete the questionnaire due to
tiredness or heavy influence of drugs or alcohol. In October 2007, the
Council for Socially Marginalised People employed four interviewers who
worked full-time at different shelters/centres, addressed the users and
assisted them in filling out the questionnaire if needed. Specific distinc-
tion between these three different ways of filling out the questionnaire
was not possible.
The questionnaire
Data collection among socially marginalized people required special atten-
tion to the questionnaire. Most important, the questionnaire had to be
short, easily read and intelligible due to respondents’ potential difficulties
with e.g. concentrating for a longer period of time, substance influence or
illiteracy. Questions were included to identify specific groups of socially
marginalized people, e.g. respondents without a home or respondents
with different types of abuse. Additionally, it was important that the
questions were meaningful and relevant to the respondents and that
they reflected their actual living conditions. For example, we included
questions on whether respondents showered or washed clothes regularly.
Finally, we prioritized comparability with standardized and thoroughly
tested questions from the national representative Danish Health Interview
Survey 2005.15
Statistical analysis
Table 1 describes the variables included in the analyses. The outcome
variable, self-rated health, was dichotomized with categories 1, 2 and 3
indicating ‘good health’ and categories 4 and 5 indicating ‘poor health’.
This categorization is different from the one typically used in health
studies of the general population: very good or good health versus less
than good health. We chose this categorization because of the relatively
high prevalence of poor or very poor health among the socially
marginalized. Table 2 describes the population.
Data were analysed by performing multiple logistic regression analyses,
carried out separately for men and women. Initially, we conducted a
series of univariate logistic regression analyses for each explanatory
variable. Insignificant variables in the preliminary analyses were
excluded in the multiple regression analyses (except age). In order to
describe groups of respondents exposed to various degrees of disadvan-
tages, we performed chi-square tests of the associations between number
of disadvantaged life circumstances and different health and
socioeconomic variables (table 3). In order to examine whether
number of disadvantaged life circumstances, personal and social
Table 1 Variables used in the analyses
Variable Measured as
Number of disadvantaged life
circumstances: 0, 1, 2+
Homelessness Persons who stayed at a shelter/social institution or lived on the streets the past
month, or persons having no home the past month
Alcohol abuse Persons who drank everyday or almost everyday and who, at the same time, reported
that they consumed more than five drinks the last time they drank
Drug abuse Persons who took amphetamine, cocaine, acid, heroin or other drugs, or had taken
methadone, Subutex, Rohypnol or Ketogan illegally the past month
Poverty Persons who often did not get enough food because they could not afford it
Personal well-being (yes/no) Have felt very discouraged, depressed or unhappy the past 14 days
Often stressed in daily life
Have felt full of energy only a little of the time, or not at all, the past month
Have felt tired all the time, or most of the time, the past month
Social well-being
(yes/no)
Social relations Meets family (not cohabiting) at least weekly
Meets friends/acquaintances daily/almost daily
Often unwillingly alone
Fulfilment of important needs in
everyday life
Do often not eat the desired quality or variation of food, because of lack of money
Do never, seldom, or only sometimes, shower regularly
Do never, seldom, or only sometimes, wash clothes regularly
Do never, or almost never, get enough sleep to feel rested
Exposure to negative life events Have attempted suicide
Have been exposed to threats of physical violence the past year
Have been exposed to severe, physical violence the past year
Have been exposed to sexual assaults the past year
Long-standing illness (yes/no) Illness that has lasted six months or more
Self-reported mental disorder
(yes/no)
Persons, who: (i) had a mental disorder, (ii) suffered from chronic anxiety or
depression or (iii) suffered from another mental or nervous disorder
Self-rated health How would you rate your health? 1. Very good, 2. Good, 3. Average, 4. Poor, 5. Very poor
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well-being, respectively, was related to poor self-rated health when
controlling for age, long-standing illness, and mental disorder, we
carried out two separate multiple logistic regression analyses. In the
first model, we included disadvantaged life circumstances, personal
well-being and well-known determinants of self-rated health, namely
age, long-standing illness and mental disorder. In the second model, we
included variables measuring social well-being instead of personal
well-being. Thus, the variables age, illness, mental disorder and
disadvantaged life circumstances were included in both models, but
since the estimates for these variables were very similar in the two
models, Table 4 only contains the estimates from the model including
social well-being.
The level of significance for a variable to be associated with
poor self-rated health was P < 0.05, while 0.05 < P < 0.1 was considered
borderline significant. The estimated odds ratios (OR) are presented with
95% confidence intervals (CI). We carried out the analyses using STATA,
version 10.
Results
In total, 1348 shelter and centre users answered the questionnaire. In all,
22 persons had answered the questionnaire twice, which was detected by
checking the data for duplicated civil registration numbers. We randomly
deleted one registration for each of these duplicates. In this study, we used
data on 1306 respondents, excluding 42 persons who had not stated their
sex, age or self-rated health.
The typical respondent was middle-aged, male, single and unemployed.
Among all respondents, 27% reported having poor or very poor health
(table 2).
Being unemployed, having a poor health, different physical conditions
and symptoms, or often being unwillingly alone was more prevalent
among respondents exposed to two or more disadvantaged life circum-
stances than among those exposed to fewer disadvantages (table 3).
Among men, increased disadvantaged life circumstances was associated
with higher odds of poor health. This was the case in the model including
personal well-being (data not shown) as well as the model including
social well-being. Among women, we found a borderline significant as-
sociation between disadvantaged life circumstances and self-rated health
only in the model including social well-being (P = 0.054) (table 4).
Personal well-being was associated with self-rated health among both
men and women, also when controlling for age, long-standing illness,
mental disorder and disadvantaged life circumstances. Thus, often
feeling stressed in daily life, having felt very discouraged, depressed or
unhappy, having felt full of energy only a little of the time or not at all
and having felt tired all of the time or most of the time was associated
with significantly higher odds of poor self-rated health.
Social well-being was partly associated with self-rated health. Male re-
spondents who never or seldom showered regularly had higher odds of
poor health than men who showered more often. Among women, often
not being able to eat the desired quality or variation of food increased
odds of poor health. Additionally, never getting enough sleep to feel
rested was associated with higher odds of poor health among both men
and women. We found a borderline significant association between
having been exposed to severe physical violence and poor self-rated
health among women (P = 0.060). Finally, often being unwillingly alone
was associated with higher odds of poor health among men and among
women, a borderline significant association was found (P = 0.069).
Discussion
Compared to respondents not exposed to disadvantaged life circum-
stances, those exposed to two or more disadvantages had a higher



























Pain or discomfort in arms, hands, legs, knees, hips or joints within the past 2 weeks
Yes, very annoyed 30.7
Stomach ache within the past 2 weeks
Yes, very annoyed 15.6
Breathing difficulties with the past 2 weeks











Table 3 Characteristics of respondents exposed to various degrees of
disadvantaged life circumstances: homelessness, poverty, drug abuse,
alcohol abuse
Number of disadvantaged life circumstances 0 1 2+
Mean age (years) 45.7 44.5 41.2
Sex (P=0.001)a
Male 66.4 73.4 78.2
Marital status (P=0.017)
Married/reg. partnership 8.2 5.6 3.9
Divorced/separated/widowed 39.4 34.4 34.5
Unmarried/never married 52.3 60.0 61.6
Employed (P<0.001)
No 83.7 91.2 93.8
Self-rated health (P<0.001)
Very good/good 43.0 27.8 21.3
Fair 41.4 42.8 40.3
Poor/very poor 15.6 29.4 38.4
Long-standing illness (P=0.543)
Yes 59.9 63.4 61.9
Self-reported mental disorder (P=0.008)
Yes 45.2 47.4 55.7
Pain or discomfort in arms, hands, legs, knees, hips or joints the past 2 weeks
(P=0.024)
Yes, very annoyed 26.3 31.6 35.0
Stomach ache within the past 2 weeks (P<0.001)
Yes, very annoyed 9.6 12.6 23.3
Breathing difficulties with the past 2 weeks (P<0.001)
Yes, very annoyed 14.3 21.8 25.5
Often unwillingly alone (P<0.001)
Yes 23.6 26.6 37.0
n 449 500 357
a: P-values stem from chi-squared tests.
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unemployment rate, a higher prevalence of being unmarried, more often
had a very poor or poor health, more often reported a mental disorder,
experienced specific conditions and symptoms to a larger extent, and
more often felt lonely. Additionally, we found that the number of
disadvantaged life circumstances, personal well-being and partly social
well-being were significantly associated with self-rated health.
The more disadvantaged life circumstances respondents were exposed
to, the worse their self-rated health, mental illness, feelings of loneliness
and employment rate were. These findings underline the importance of
taking into account the severity of their life circumstances and being able
to differentiate between groups of socially marginalized people according
to their accumulated disadvantages. Analyses focusing solely on separate
groups or categories, e.g. drug abuse or homelessness, would fail to take
into consideration this important finding.
There was a clear association between number of disadvantaged life
circumstances and poor self-rated health among men, while among
women, this association was only borderline significant. The uncertainty
of the results for women may be due to a smaller number of female
respondents (362 persons).
Our results indicate that a complex combination of physical and
mental illness, number of disadvantaged life circumstances as well as
personal and social well-being formed the basis of respondents’
assessment of their health. Although important, illness and disadvantaged
life circumstances did not explain all the variance in self-rated health; also
personal and social well-being were associated with self-rated health. The
importance of well-being for self-rated health could be linked to the
findings of a Spanish study showing that in Europe, being socially
marginalized is related less to poverty and more to other factors such
as mental health or very poor social networks.16 This may be particularly
true in a welfare state as the Danish.
The finding that fulfilment of important needs in everyday life, such as
having enough sleep, showering regularly and eating varied food was
important for self-rated health is supported by other studies.17,18
Among women, exposure to severe physical violence increased odds of
poor self-rated health; although the association was borderline significant.
Studies among the general population confirm this association.19,20
Studies among socially marginalized women confirm that violence is
part of everyday life.2,21,22 Often, they are victims of violence in more
Table 4 Odds of poor self-rated health among respondents. Results of logistic regression analyses and of multiple logistic regression analyses of
associations between number of disadvantaged life circumstances, personal or social well-being, and self-rated health among respondents
Variable Categoriesa Men (n=944) Women (n=362)
OR
univariate
OR (95% CI) OR
univariate
OR (95% CI)
Age (years)b (Pmen =0.061; Pwomen = 0.258) 15–34 1 1
35–44 0.9 0.9 (0.53–1.53) 1.41 1.77 (0.81–3.84)
45–54 1.22 1.56 (0.92–2.63) 1.96 2.26 (1.04–4.93)
55–76 0.89 1.38 (0.74–2.57) 1.05 2.28 (0.75–6.96)
Number of disadvantaged life circumstancesb
(Pmen <0.001; Pwomen =0.054)
0 1 1
1 2.25 2.4 (1.55–3.71) 2.38 2.17 (1.11–4.22)
2 or more 3.54 2.96 (1.80–4.87) 3.17 2.37 (0.99–5.69)
Illnessb
Mental disorder (Pmen =0.633; Pwomen =0.611) Yes 2.58 1.74 (1.21–2.49) 2.37 1.25 (0.69–2.28)
Long-standing illness (Pmen< 0.001; Pwomen <0.001) Yes 4.1 3.83 (2.58–5.66) 5.42 5.25 (2.58–10.71)
Personal well-beingc
Often stressed in daily life (Pmen < 0.001;
Pwomen = 0.004)
Yes 5.8 3.21 (2.17–4.76) 4.36 2.52 (1.34–4.72)
Have felt very discouraged, depressed or unhappy
(Pmen =0.002; Pwomen =0.003)
Yes 4.53 1.98 (1.30–3.02) 4.6 2.64 (1.39–5.01)
Have felt full of energy only a little of the time, or
not at all (Pmen< 0.001; Pwomen =0.008)
Yes 5.67 2.87 (1.99–4.15) 4.4 2.26 (1.24–4.10)
Have felt tired all of the time/most of the time
(Pmen =0.004; Pwomen =0.009)
Yes 4.88 1.82 (1.21–2.74) 5.22 2.24 (1.23–4.10)
Social well-being: fulfilment of important needsb
Do often not eat the desired quality or variation of
food (Pmen =0.838; Pwomen = 0.012)
Yes 1.91 1.04 (0.70–1.55) 2.58 2.24 (1.20–4.20)
Do never, seldom, or only sometimes, shower
(Pmen =0.008; Pwomen =0.323)
Yes 2.7 1.81 (1.17–2.79) 2.48 1.44 (0.70–3.00)
Do never, seldom, or only sometimes, wash clothes
(Pmen =0.628; Pwomen =0.969)
Yes 2 0.9 (0.58–1.39) 2.1 0.99 (0.50–1.95)
Do never (almost never) get enough sleep
(Pmen <0.001; Pwomen =0.004)
Yes 4.77 3.44 (2.34–5.04) 3.51 2.59 (1.36–4.96)
Social well-being: Exposure to negative life eventsb
Attempted suicide (Pmen= 0.394; Pwomen =0.325) Yes 1.38 0.86 (0.60–1.22) 1.96 1.33 (0.75–2.34)
Threats of physical violence (Pmen = 0.107;
Pwomen = 0.099)
Yes 1.54 0.69 (0.44–1.08) 1.49 0.53 (0.25–1.13)
Severe physical violence (Pmen= 0.805;
Pwomen = 0.060)
Yes 1.34 1.06 (0.67–1.68) 2.43 2.07 (0.97–4.40)
Have been sexually assaultedd Yes 0.8 1.51
Social well-being: Social relationsb
Meets family at least weeklyd Yes 1.03 0.95
Meets friends/acquaintances daily/almost daily
(Pmen =0.584; Pwomen =0.514)
Yes 0.7 0.91 (0.65–1.28) 0.63 0.83 (0.47–1.46)
Often unwillingly alone (Pmen < 0.001;
Pwomen = 0.069)
Yes 2.64 1.98 (1.36–2.88) 2.68 1.71 (0.96–3.05)
a: Reference category = ‘no’ for all dichotomized variables.
b: Analysis including: age, number of disadvantaged life circumstances, illness, mental disorder and variables measuring social well-being.
c: Analysis including: age, number of disadvantaged life circumstances, illness, mental disorder, and variables measuring personal well-being.
d: Variables not included in the multivariate analyses because of their insignificance in the preliminary analyses.
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than one sense; namely, street violence and domestic violence, which puts
them in an even more vulnerable and socially marginalized position.21,23
Strengths of the study
We obtained unique data material among socially marginalized people
whom we normally do not reach in general health surveys. Furthermore,
data collection was nationwide; thus, covering a large spectrum of socially
marginalized people in Denmark. Compared to other health studies
among socially marginalized people, our data material is large. A few
studies among homeless are based on large samples, approximately
1500–2000 respondents,6,24 but most studies are much smaller than the
present.5,7,8,16,25–27 Typically, these relatively small-scale studies are
questionnaire-based and carried out as face-to-face interviews with
homeless people. Our study was partly based on self-administered ques-
tionnaires, partly on interviews, which made it easier to reach a larger
number of respondents. Previous studies generally verify the reliability
and validity of self-reported data given by socially marginalized
people.8,13,26 Most studies focus only on one subgroup of socially
marginalized people, e.g. the homeless,5,6,13,25,28,29 whereas our study
took on a broader perspective of the socially marginalized study
population by taking into account the possible accumulation of
disadvantaged circumstances.
Weaknesses of the study and generalizability of
the results
The questionnaire was for self-administration but some were answered in
collaboration with staff or interviewers. This introduces potential bias to
our data as the staff or the interviewers may have influenced the answers.
We consider this potential bias an ‘unwanted side effect’ of studying
socially marginalized people. Since they are very difficult to reach, may
have difficulties concentrating for a longer period of time, or may be
under the influence of substances, studying socially marginalized people
depends to a great extent on the help of patient, persistent, local actors,
whom they trust.
It is generally difficult to obtain representative samples of socially
marginalized people,30,31 partly because of the overlap across different
socially marginalized groups and shelters/centres; and thus, due to the
difficulties in accurately determining the denominator.22,30,32 As such, it
is not possible to generalize our results directly to all shelter/centre users
in Denmark. According to the Council for Socially Marginalised People
in Denmark, there are approximately 75 000 socially marginalized people
in Denmark.33 Including both visible groups of socially marginalized (the
homeless, etc.) and the more invisible groups, e.g. single mothers with
few resources, the socially marginalized are assessed to comprise at least
3% of the Danish population.34 Due to our data collection strategy via
shelters and centres, we reached only few percentages of the entire socially
marginalized population in Denmark, because e.g. not all socially
marginalized people use shelters/centres. With this survey, we have prob-
ably reached the best off of the socially marginalized, because only the
best off wished to participate and were able to complete the question-
naire. This could increase the likelihood of underestimated results.
Moreover, some of the respondents of our study face multiple social
problems (e.g. homelessness and drug abuse). We have taken this into
account by including into the analysis the variable measuring the accu-
mulation of disadvantaged life circumstances.
Overall, we do not consider the non-representativity of our data a
problem for the validity of our results. The aim of the study was to
investigate associations between disadvantaged life circumstances,
well-being and self-rated health, not to establish causal pathways.
Moreover, as data are cross-sectional, strong conclusions on causality
are precluded. The use of standardized and thoroughly tested questions
from the Danish Health Interview Survey 2005 strengthened the study
and helped ensure internal validity.
Despite the non-representative data, the found associations may be
indicative of other users of shelters, drop-in centres, treatment centres
and social psychiatric centres. Other severely socially marginalized users
of such shelters/centres may have poorer health, poorer social relations
and a lower employment rate than less socially marginalized users. It is
highly likely that the self-rated health of other shelter/centre users is also
influenced by a complex combination of illness, disadvantaged life cir-
cumstances and well-being.
The implications of this study
In a broader perspective, the fact that well-being was associated with
self-rated health, also when controlling for physical and mental illness
and disadvantaged life circumstances, underlines the complexity of the
life situation facing the socially marginalized. Our results indicate that
their health problems cannot be viewed—or solved—isolated because
they are strongly associated with massive social problems, poor living
conditions, and poor well-being. The study also indicates that
addressing the main social problems, such as homelessness, substance
abuse and poverty is not sufficient to improve their general health
status. A study from 2001 supports this by showing that, among
homeless people, becoming housed was neither a predictor of changes
in overall quality of life perceived by the homeless themselves nor in their
satisfaction with leisure, clothing, food and social life. The study
concluded that among homeless people, becoming housed did not ne-
cessarily improve other aspects of their lives.35 Rather, improvement of
their general well-being, such as providing food, showers, warmth, places
to stay, security from violence, social networking and social activities is
important, which our findings also support.
Our results elucidate the need for more broadly based, holistic initia-
tives by both the health sector and the social services, incorporating
health promotion initiatives into social work.
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Key points
 Previous studies of self-rated health among socially marginalized
people provide insufficient understanding of what influences
their self-rated health. This study contributes with important
findings that number of disadvantaged life circumstances and
general well-being are associated with poor self-rated health
among users of shelters, drop-in centres, treatment centres and
social psychiatric centres.
 Increased disadvantaged life circumstances, as well as poor
personal and social well-being, were significantly associated
with higher odds of poor self-rated health among male and
female respondents, also when controlling for presence of
illness, mental disorder and age.
 Our results elucidate the need for more broadly based, holistic
initiatives by both the health sector and the social services,
incorporating health promotion initiatives into social work.
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